The changing demands on the health sectors in low-and middle-income countries especially sub-Saharan African countries continue to challenge efforts to address critical shortages of the health workforce. Addressing these challenges have led to the evolution of "non-physician clinicians" (NPCs), that assume some physician roles and thus mitigate the continuing shortage of doctors in these countries. While it is agreed that changes are needed in physicians' roles and their training as part of the new continuum of care that includes NPCs, we disagree that such training should be geared solely at ensuring physicians dominated health systems. Discussions on the workforce models to suit low-income countries must avoid an endorsement of a culture of physician focused health systems as the only model for sub-Saharan Africa (SSA). It is also essential that training for NPCs be harmonized with that of physicians to clarify the technical roles of both. N on-physicians, playing some roles traditionally reserved for physicians, have existed in various forms in sub-Saharan African countries even before independence from colonial rule over 50 years ago.
N on-physicians, playing some roles traditionally reserved for physicians, have existed in various forms in sub-Saharan African countries even before independence from colonial rule over 50 years ago.
1,2 Various health cadres, some new, some already established ones such as nurses, have played such delegated and at times assumed roles, with varying scopes of practice and within varied regulatory contexts [3] [4] [5] [6] [7] ; whether they were legally permitted or not to carry out these roles. Such cadres have been used because all the low-and middle-income countries in subSaharan Africa (SSA) have never had sufficient numbers of the more traditional types of health professions and have therefore, developed various coping mechanisms to fill the gaps. These coping mechanisms are not new and continue to be implemented to this day, though they may now get much needed attention as an important and integral component of the health workforce. Any discussion of non-physician practitioners, clinicians and task-shifting, is, therefore, an important part of the planning of human resources for health (HRH) in poorer countries. The article by Eyal et al, 8 does however take an interesting angle to this issue of physician substitution and roles replacement. It suggests that this phenomenon is a relatively recent and perhaps troubling phenomenon for physicians and therefore, requiring that physicians' training be changed in order to continue to ensure a superior role for physicians over other cadres including the so-called non-physician clinicians (NPCs). The article defines NPCs generally as being health workers with fewer skills than physicians but who have "more skills than nurses, " and this is an interesting definition, that assumes a common global scope of practice and an absence of varied skill ranges that each cadre may gain through additional and specialized training, gained experience, and other development activities. Many countries have expanded the development of such cadres, but the numbers of physicians trained, while still relatively low, have not remained stagnant, 9 with very significant increases in the number of medical schools in SSA. 10 The article presents an acceptable analysis of a growth of physician assistants in SSA including a description of the expansion in the numbers of cases being seen by NPCs in Tanzania, which may well be an issue of improved access to all services or salary motivation. 11 There is a growing demand for NPCs with the supply not being met even in developed countries, 12, 13 there is, therefore, a need to look into policies, and relax regulations where necessary to support health reforms. He identifies three related problems: (1) a lack of agreement among global health scholars about their normative premises, (2) a lack of agreement between global health scholars and policy-makers regarding the normative premises underlying policy, and (3) a lack of willingness among scholars to clearly state their normative premises and assumptions. This confusion is for Ooms one of the explanations "why global health's policy-makers are not implementing the knowledge generated by global health's empirical scholars. " He calls for greater unity between scholars and between scholars and policy-makers, concerning the underlying normative premises and greater openness when it comes to advocacy. 1 We commend the effort to reinstate power and politics in global health and agree that "a purely empirical evidence-based approach is a fiction, " and that such a view risks covering up "the role of politics and power. " But by contrasting this fiction with global health research "driven by crises, hot issues, and the concerns of organized interest groups, " as a "path we are trying to move away from, " Ooms is submitting to a liberal conception of politics he implicitly criticizes the outcomes of.
1 A liberal view of politics evades the constituting role of conflicts and reduces it to either a rationalistic, economic calculation, or an individual question of moral norms. This is echoed in Ooms when he states that "it is not possible to discuss the politics of global health without discussing the normative premises behind the politics. That is what we will try to do here, by introducing an alternative conceptualization of the political and hence free us from the "false dilemma" Ooms also wants to escape. "Although constructivists have emphasized how underlying normative structures constitute actors' identities and interests, they have rarely treated these normative structures themselves as defined and infused by power, or emphasized how constitutive effects also are expressions of power. " 2 This is the starting point for the political theorist Chantal Mouffe, and her response is to develop an ontological conception of the political, where "the political belongs to our ontological condition. " 3 According to Mouffe, society is instituted through conflict. " [B] y 'the political' I mean the dimension of antagonism which I take to be constitutive of human societies, while by 'politics' I mean the set of practices and institutions through which an order is created, organizing human coexistence in the context of conflictuality provided by the political. " 3 An issue or a topic needs to be contested to become political, and such a contestation concerns public action and creates a 'we' and 'they' form of collective identification. But the fixation of social relations is partial and precarious, since antagonism is an ever present possibility. To politicize an issue and be able to mobilize support, one needs to represent the world in a conflictual manner "with opposed camps with which people can identify. " 3 Ooms uses the case of "increasing international aid spending on AIDS treatment" to illustrate his point. 1 He frames the I n a recent contribution to the ongoing debate about the role of power in global health, Gorik Ooms emphasizes the normative underpinnings of global health politics. He identifies three related problems: (1) a lack of agreement among global health scholars about their normative premises, (2) a lack of agreement between global health scholars and policy-makers regarding the normative premises underlying policy, and (3) a lack of willingness among scholars to clearly state their normative premises and assumptions. This confusion is for Ooms one of the explanations "why global health's policy-makers are not implementing the knowledge generated by global health's empirical scholars. " He calls for greater unity between scholars and between scholars and policy-makers, concerning the underlying normative premises and greater openness when it comes to advocacy. 1 We commend the effort to reinstate power and politics in global health and agree that "a purely empirical evidence-based approach is a fiction, " and that such a view risks covering up "the role of politics and power. " But by contrasting this fiction with global health research "driven by crises, hot issues, and the concerns of organized interest groups, " as a "path we are trying to move away from, " Ooms is submitting to a liberal conception of politics he implicitly criticizes the outcomes of.
1 A liberal view of politics evades the constituting role of conflicts and reduces it to either a rationalistic, economic calculation, or an individual question of moral norms. This is echoed in Ooms when he states that "it is not possible to discuss the politics of global health without discussing the normative premises behind the politics. That is what we will try to do here, by introducing an alternative conceptualization of the political and hence free us from the "false dilemma" Ooms also wants to escape. "Although constructivists have emphasized how underlying normative structures constitute actors' identities and interests, they have rarely treated these normative structures themselves as defined and infused by power, or emphasized how constitutive effects also are expressions of power. " 2 This is the starting point for the political theorist Chantal Mouffe, and her response is to develop an ontological conception of the political, where "the political belongs to our ontological condition. " 3 According to Mouffe, society is instituted through conflict. " [B] y 'the political' I mean the dimension of antagonism which I take to be constitutive of human societies, while by 'politics' I mean the set of practices and institutions through which an order is created, organizing human coexistence in the context of conflictuality provided by the political. " 3 An issue or a topic needs to be contested to become political, and such a contestation concerns public action and creates a 'we' and 'they' form of collective identification. But the fixation of social relations is partial and precarious, since antagonism is an ever present possibility. To politicize an issue and be able to mobilize support, one needs to represent the world in a conflictual manner "with opposed camps with which people can identify. " 3 Ooms uses the case of "increasing international aid spending on AIDS treatment" to illustrate his point. 1 He frames the
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and midwives per 1000 population, which is far below the recommended minimum density of 2.3 per 1000 population, not to mention the shortage of other categories of health workers. 15, 16 Consequently, almost no country in SSA will have the ratio of 2.5/10 000 population of core health workers, being the threshold needed to be able to deliver and sustain certain key services, including those for HIV, tuberculosis (TB), and Malaria. These three diseases, among others, have received significant resources through various global health initiatives (GHIs), though sometimes inequitably funded; and over time have required health sectors to delegate key physician tasks to non-physicians in order to attain effective coverage of interventions. 5 The reasons for decentralizing these roles and tasks are multi fold. Government budget constraints meant NPCs were cheaper to train as the article indicates and they also filled persistent gaps in health workforce needs caused by perennial lack of funding for their employment and their loss through their recruitment by richer countries. There is no doubt that these changes and other contextual factors should shift the thinking of health sector planners on how to utilize physicians (and indeed other cadres) differently and more effectively. However, this should not necessarily become an opportunity to ensure physician hegemony on the delivery of services, but to enrich existing roles so that physicians can focus on playing more sophisticated service delivery roles. We have struggled to understand the notion of "NPC-based health systems" and the panic it seems to generate which necessitated the theme of a need to change physicians' roles. It, therefore, seems to suggest that a "normal" health system is one that must be dominated by physicians, and therefore, having other cadres with enhanced roles perhaps creates an "undesirable" health system. In many health sectors facing HRH challenges, new cadres' roles and functions usually aim to give adequate independence of functions, of course within a certain measure of supervision and oversight. As with all health cadres, for NPCs to be effective, much emphasis should also be placed on allocation of resources for their training and retraining as this is shown to improve healthcare. 17 The article rightly understands that having NPCs in both developing and developed country contexts does not deny the usefulness of physicians roles (physicians roles section) and that these include superior clinical roles and "mentoring" of other cadres. There is also an important and continuing role of supporting and mentoring junior doctors which does not get a mention. 18, 19 Doctors also need supervision and in examples from Timor-Leste, the supervision of doctors and other health workers is part of the responsibility of districtlevel health managers and health management teams. 20 Physicians sometimes lead or work in multi-disciplinary health teams and this should not only be expected in "NPCbased health systems" as the article suggests. In many rural health facilities in Africa today, new and junior doctors are possibly being mentored and guided by nurses and other cadres (including NPCs). Being a doctor should not "genetically" give leadership and dominance over every cadre and the authors have correctly noted that "integrated and interdependent health service delivery chains are an imperative everywhere"; however, they then say that "but in SSA, they take on a special importance" without explaining why this is especially so. 8 The article makes an important note of the need for a delineation of tasks between physicians and NPCs while working as a team. This is particularly important where physicians are present with NPCs at the same service delivery point. These scopes and the relative independence of practice of both NPCs and physicians shall depend on the circumstances and experience of each cadre type. An NPC practicing in a remote inaccessible area that has significant experience, more responsibility, and with the right training and experience may need less oversight than newly qualified physicians working independently for the first time. It is important to see the primary purpose of NPC roles as being about saving lives, and not as a threat to another profession's turf. A case was made in the article, that the presence of NPCs might have encouraged physicians' to leave the public sector and may have fostered higher emigration. That the proposed training and curricula changes, to enable physicians deal with the NPC phenomenon will resolve a loss of doctors is rather speculative and difficult to accept. The solution proposed, ie, to train all physicians with managerial, mentoring, and supervisory skills, whether they will need them or not, will require in our view an expansion in curriculums already challenged by a double burden of disease including communicable diseases, non-communicable diseases (NCDs), lifestyle and behavioral conditions. The proposed curriculum changes are unlikely to be a responsible investment of resources, when most physicians may never use these skills and it is unlikely that physicians will lose their utility and influence over countries' health systems because they lacked basic training of this kind. Indeed, health is a shared responsibility for all cadres and for the entire population. Managerial and leadership roles in health systems have evolved and in many situations, health sector executives are public health and management trained and may not necessarily be health service professionals or doctors. The proposal made by the article, for a reduction in current curriculum and coursework to accommodate the needs the authors describe, will be erroneous to pursue without a thorough and holistic review and understanding of the true needs of all cadres of health workers. With increasing urbanization, demographic changes and increasing incomes and changing lifestyles in SSA, that proposal if pursued, will conflict with a need to introduce much more important new physician skills needed to ensure enhanced roles and priority clinical skills that reflect the real changing health needs in their countries. SSA countries, currently with 80% of global NCD deaths (29 million out of 36 million deaths) should expand the scopes of all cadres including physicians to deal with the major challenges of the near future. 21 In our debates to sustain health, we must all take care not to promote a culture of "Physician chauvinism" over the health sectors in SSA.
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